Endoscopic resection has been accepted as a curative modality for early gastric cancer (EGC). Since conventional endoscopic mucosal resection (EMR) has been introduced, many improvements in endoscopic accessories and techniques have been achieved. Recently, endoscopic submucosal dissection (ESD) using various electrosurgical knives has been performed for complete resection of EGC and enables complete resection of EGC, which is difficult to completely resect in the era of conventional EMR. Currently, ESD is accepted as the standard method for endoscopic resection of EGC in indicated cases. In this review, the history of endoscopic treatment for EGC, overall ESD procedures, and indications and clinical results of endoscopic treatment will be presented.
Introduction
Endoscopic resection has been accepted as a curative modality 
History of Endoscopic Resection for EGC
Since endoscopic resection with electrosurgical snare has been introduced for colorectal polyp in 1973, endoscopic resection has been performed for polypoid-type EGC as curative intent. In 1984, strip biopsy method has been developed for resection of flat-type EGC. In this method, the flat lesion is changed to polypoid lesion by submucosal injection of mixture of normal saline with diluted epinephrine, and resected by grasper forcep and electrosurgical snare through 2-channel endoscope. Although this method had advantages of easy technique, short procedure time and less complication, complete resection rate was around 50~70%, which was lower than expected for large-sized or depressed-type EGC. (2) In 1988, EMR-precutting method has been developed, in which after hypertonic saline with diluted epinephrine is injected to submucosal layer around the lesion, circumferential incision around the lesion with needle knife and final resection of the lesion is performed with electrosurgical snare. This method has enabled complete en-bloc resection rather than conventional EMR, but risk of perforation was higher during the circumferential incision, which necessitated higher expertise. Moreover, en-bloc complete resection was still difficult for large-sized or depressed-type EGC.
In 1992, EMR by the cap-fitted method (EMR-C) has been developed, in which en-bloc resection was performed with electrosurgical snare after suction of the lesion by cap-fitted endoscope.(3) Although this method was easier and safer than conventional EMR for en-bloc resection of small-sized EGC, enbloc complete resection was still impossible for larger-sized EGC than diameter of the cap. is injected into the submucosal layer along with the marking dots to make the submucosal cushion beneath the lesion. After a small initial incision is made with the needle knife, a circumferential mucosal incision is made around the marking spots, and the submucosal layer is dissected using various knives in 80 W endocut mode. Hemostasis is usually performed for bleeding spots or visible vessels with a coagrasper or argon plasma coagulation. After ESD, the patients is administered proton pump inhibitors intravenously at the day of procedure and then orally for four weeks for the healing of iatrogenic ulcer, pain control and prevention of perforation or post-procedural bleeding.
Selection of Knife
Knife is divided into blade-and tip-type according to resection On the contrary, surgical resection should be applied in case beyond indication of endoscopic resection.
Conclusions
ESD has been a curative treatment modality of EGC in selective indications. The complete resection rate, long-term disease-free results and survival has been comparable to surgical treatment with the progress of endoscopic technique and accessories. After
